Association of Transvaginal Mesh Complications With the Risk of New-Onset Depression or Self-harm in Women With a Midurethral Sling
Midurethral mesh sling procedures are the criterion standard treatment for female stress incontinence and account for more than 90% of incontinence procedures. However, regulatory warnings about transvaginal mesh complications, lawsuits, and media scrutiny have resulted in substantial public doubts about their safety. 1 A survey of women with transvaginal mesh complications identified the negative psychological trajectories for women after attempts at surgical correction, 2 but the relative risk of psychiatric illness associated with these complications has not been quantified. Our objective for this study was a Standardized differences were used to identify potential clinically significant differences (>10%) between groups. They were the preferred method (over traditional hypothesis tests) for assessing baseline differences in population-based studies. b Groups of 5 or fewer people were masked to comply with provincial privacy regulations. c Women who had a surgical correction tended to be younger and more likely to see a urologist and a general practitioner more frequently in the year before the midurethral mesh sling procedure.
to determine whether the risk of depression or self-harm behavior was greater among women with transvaginal mesh complications that required surgical intervention compared with women who did not undergo such surgical correction.
Methods | We conducted a population-based study using linked, routinely collected data from the universal health care system in Ontario, Canada, and we analyzed these data at the Institute for Clinical Evaluative Sciences. The use of data in this study was authorized by the Ontario Personal Health Information Protection Act, which does not require review by a research ethics board or patient informed consent. Similar to previous methodology, 3 we identified women who had their first midurethral mesh sling procedure between January 1, 2004, and December 31, 2015. Using the outcome definitions, we excluded from the respective analyses women with prior evidence of stress incontinence procedure and women with evidence of depression or self-harm before receiving the midurethral sling. The primary exposure was whether women had evidence of a surgical procedure likely associated with a transvaginal mesh complication. 3 The primary outcome was the presentation to the medical system for treatment of depression (including either a hospital admission or physician visit for depression), using an algorithm with a sensitivity of 78% and specificity of 93%. 4 The secondary outcome was evidence of self-harm, defined by the International Classification of Diseases, Tenth Revision, code X60-84, as a suicide attempt or parasuicide behavior presented at the emergency department or as a recent history of a suicide attempt or a parasuicide behavior or thoughts that result in admission to a psychiatric hospital. 5 To assign exposure status and determine whether an outcome occurred, we used data from the date of the surgical procedure until death or March 31, 2017. Relevant covariates (detailed in previous publications 3, 5 ) were measured, and those with a standardized difference greater than 10% were included in the adjusted model; on the basis of previous research, 3 an interaction term between age and the primary exposure was included. Cox proportional hazards models were created, using SAS, version 9.4 (SAS Inc), and assumptions were verified. A 2-sided P < .05 was considered statistically significant.
Results | We identified 57 611 women who met the inclusion criteria and underwent a midurethral mesh sling procedure during the 12-year study period. Abbreviation: HR, hazard ratio. a Based on a standardized difference greater than 10%, the Cox proportional hazards model was adjusted for age (when not stratified by age), the number of general practitioner visits, and the number of urologist visits in the year before the midurethral mesh sling procedure. In the adjusted models, the independent effect of more general practitioner visits and more urologic visits before the procedure also increased the hazard of a future depression diagnosis, likely representing an increased propensity to seek care. Because of a statistically significant interaction between age and a transvaginal mesh complication, we stratified the study cohort by age groups. Table 2 ). Similar models were created for the secondary outcome of self-harm, and a statistically significant increased adjusted HR was found for self-harm among women younger than 46 years (HR, 1.68; 95% CI, 1.05-2.67) and those between 46 and 66 years of age (HR, 2.36; 95% CI, 1.56-3.58).
Discussion | Women can be profoundly affected by complications from a midurethral mesh sling procedure, and even with surgical revision the symptoms of these complications may not be completely corrected. 2, 6 We found that women who required a surgical intervention for a complication after a midurethral mesh sling procedure had a statistically significantly higher risk of depression and self-harm compared with those who did not require a correction. This age-dependent interaction is potentially a result of a stronger association between transvaginal mesh complications and intimacy among younger women. 2 When managing women with complications, surgeons should be aware of the potential serious psychological implications of these complications. Limitations of this study include potential residual confounding, variable misclassification, the inability to determine the degree of causality between transvaginal mesh complications and depression or self-harm episodes, and the fact that some women may not have received a surgical correction despite having a complication.
US Emergency Department Encounters for Firearm Injuries According to Presentation at Trauma vs Nontrauma Centers
In the United States, there are more than twice as many nonfatal firearm injuries as fatal firearm injuries each year. 1 For many of these individuals, their only contact with the health care system may be the emergency department (ED), where there may be an opportunity for clinicians to provide interventions to prevent recurrent injury. 2 Effective interventions to address firearm injury for assault (hospital-based violence intervention programs) and unintentional injury (counseling and safe storage) exist. 3, 4 However violence intervention programs exist in only a fraction of trauma centers and best practices for addressing unintentional injury have not been developed for the hospital setting. 5 To determine the opportunities and settings to deliver interventions to prevent recurrent injury, we describe the volume and disposition of individuals with firearm injuries presenting to EDs in the United States according to trauma center presentation and injury intent. Sample, a 20% stratified national sample of all US ED encounters. We used discharge weights to provide national estimates. We tabulated ED disposition by presentation to a trauma Letters
